While pleural effusion and ascites secondary to acute pancreatitis are common, clinically relevant pericardial effusion and cardiac tamponade are observed rarely. In a study by Pezzilli et al., pleural effusion was noted in 7 of the 21 patients with acute pancreatitis whereas the authors detected pericardial effusion development in only three. The authors asserted that pleural effusion was associated with severe acute pancreatitis, while pericardial effusion and the severity of acute pancreatitis were not significantly related.
Introduction
Pleural effusion and ascites develop frequently in acute severe pancreatitis, while pericardial effusion does rarely [1, 2] .In patients with concurrent acute pancreatitis and pericardial effusion, development of pericardial effusion is generally associated with acute pancreatitis. In a case reported by Bastian et al., the authors did not detect amylases in pericardial fluid and therefore suggested that acute pancreatitis and pericardial effusion could be secondary to viral infection [3] . Herein, we present a patient who developed acute pericarditis and pericardial effusion concurrently with acute pancreatitis secondary to viral infection.
Patient and observation
A 44-year-old female presented with cough, phlegm, nasal discharge and fever. A week later, she developed abdominal pain radiating to the back, chest pain and shortness of breath, therefore admitted for inpatient care. Her history included asthma and diabetes mellitus. Her familial history involved no relevant findings.
The findings on physical examination were as follows: arterial blood pressure: 110/70 mm Hg, heart rate per minute: 102, fever: 38,2ºC, 
Discussion
The mechanism of pericardial effusion in acute pancreatitis has not been elucidated completely but a number of theories have been suggested, including chemical pericarditis due to pancreatic enzymes carried by lymphatic vessels or available in the circulation, necrosis of vascular walls in fatty areas, necrosis of the subpericardial fat and fistulous connection between abdominal and pericardial cavities [4] . Mediastinal pseudocyst has been reported as the cause of cardiac tamponadein one report [5] . Chylous pericardial effusion has also been described in acute necrotising pancreatitis in a few cases [6] . Usually, pericardial effusion disappears spontaneously after clinical recovery and no specific treatment is required [7] . Likewise, all symptoms of our patient resolved in one week with symptomatic treatment only. Consequently pericardial effusion disappeared completely in two weeks.
Conclusion
In conclusion pericardial effusion secondary to acute pancreatitis may develop via several mechanisms. Acute pancreatitis secondary to viral infection and pericardial effusion development should also be considered in the differential diagnosis. Complete resolution is usually achieved with symptomatic treatment in acute pancreatitis except for pericardial effusion associated with fistula presence.
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